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This was a federal ESRD complaint
investigation.

Complaint INO0148442 - Unsubstantiated: Lack
of sufficient evidence.

Survey dates: 10/14/14 and 10/15/14.
Facility Number: 002935
Medicaid Number: 20082725

Surveyor: Michelle Weiss RN MSN
Public Health Nurse Surveyor

Census: 63 InCenter Hemodialysis Patients
4 Home PD Patients

DSI Greenwood Renal Center is in compliance
with Conditions for Coverage 42 CFR 494.60,
494.70, and 494.170 as related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN
October 21, 2014
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